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The authors have provided reasoning why interventions during the acute phase were not taken into consideration when investigating variations in outcomes and resources used. It is my opinion that not adjusting for these interventions is the major limitation of the research. As the investigators state, interventions such as thrombolysis and stroke unit care have been shown to improve outcomes after stroke. They are also likely to impact resource use through improved outcomes; improved outcomes = less utilisation of specialist, primary care and house services. I would suggest a sensitivity analysis with these variables included at the very least.
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GENERAL COMMENTS
The authors have looked into an important topic of concern -that of Stroke, which is increasing in prevalence globally and has increased mortality and morbidity as well.
I hope the authors could take into consideration the following revisions, if appropriate: 1. In the introduction, the authors mention that the usage of new technologies have contributed to increased healthcare costs. However, it should be noted that technology could help in the rehabilitation of stroke patients as well and is more cost effective than conventional programs. I recommend the authors to consider the following: https://www-ncbi-nlm-nihgov.libproxy1.nus.edu.sg/pubmed/26839011 https://www-ncbi-nlm-nihgov.libproxy1.nus.edu.sg/pubmed/26956032 https://www-ncbi-nlm-nihgov.libproxy1.nus.edu.sg/pubmed/26692351 2. I hope that the authors could cite some literature for health outcomes and resource utilization for other chronic disorders and this would help to justify the importance of this study. https://www-ncbi-nlm-nihgov.libproxy1.nus.edu.sg/pubmed/27108481 3. In the discussion, I hope the authors could expand a little bit more about the differences they have found. Are there literature from the local governmental data to support their perspectives? 4. In the limitations, I think it is of importance to state that the results are not likely to generalize to other countries with a different healthcare model and system. The authors should also highlight the sample size as the major strength in the current study.
VERSION 1 -AUTHOR RESPONSE
Reviewer: 1 Reviewer Name: Joosup Kim Institution and Country: Monash University Please state any competing interests or state 'None declared': None Please leave your comments for the authors below This is a unique and topical manuscript. The main aim of the research was to look at differences between hospitals in terms of resource utilisation and outcomes after adjusting for case-mix. The investigators report length of stay and other services used. However, I would not classify this as an economic evaluation and the CHEERS checklist is not appropriate.
We have completed the STROBE checklist instead, as per the editor's suggestion
Other comments, below:
The term 'caregiver' is used for hospitals. This is a term that is commonly used for someone who is responsible for the everyday care of a patient. I suggest avoiding the use of the term 'caregiver' in this way and using the term 'hospital' instead to avoid confusion. Sometimes other terms are used e.g. 'clinics'.
We have amended to "hospitals"
The term 'value of stroke care' is introduced in the abstract. It is unclear what this means when used in the abstract. Noted that this is again used in the introduction and it is explained that it means valuefor-money in health care.
A brief explanation is added in the abstract "…(health outcomes in relation to costs)" 'All resource consumption data during the study period were retrieved' is in the methods -this is inaccurate. This supposedly refers to resource consumption in hospital, but this is not 'all resource consumption'. For example, there may be other resources consumed by patients (such as aids that are purchased privately) that are not captured in the administrative databases. This is clarified in the methods section: "All resource consumption data related to impatient stay and outpatient visits during the study period were retrieved."
"better/worse" health outcomes and "higher/lower" resource utilization was used to describe when there were variations that were outside a standard deviation. When these terms are used in results/discussion this makes sentences grammatically awkward. This could be avoided by calling this "unexplained poor/good variation in (outcome)" for example.
These terms are used in the paper irrespective if they are statistically significant or not (by 95% confidence intervals), and we therefore feel that it is important to highlight when any deviation reaches statistical significance or not. We do, however, appreciate your comment and have amended the text referring to these results and we hope that the sentences make more sense grammatically now.
The theoretical framework within which this study was conducted is performance measurement and governance. Performance measurement in health care aims to monitor, evaluate and communicate the extent to which the health care systems meet key objectives. Indicators for performance measurement often include structural indicators, process indicators and outcome indicators. Further, differences in patient population between regions and hospitals may alter a comparison of performance, whereby case-mix adjustment of differences in patient mix is warranted to enable comparison of processes, resources and health outcomes between different regions or hospitals. In this study, each hospital represents the unit for performance measurement, encompassing differences in processes and structure, and it is their performance with regards to health outcomes and resource use that are assessed. If a particular process would be adjusted for as well in the statistical analysis, then a problem with confounding may arise and the results would be hard to interpret, e.g. adjusting for thrombolysis treatment would skew the comparison between hospitals as there are underlying reasons within each unit's processes that lead to whether or not a given patient undergoes thrombolysis. If all process indicators in a health care episode are adjusted for, then the analysis would not measure provider performance anymore. If the purpose was to investigate which impact different process indicators have on a given outcome, the study would need to have a better suited study design, where matching between those receiving an intervention and those not receiving would have to be made (e.g. through propensity scoring or designing a case-control study). Performing a sensitivity analysis of these interventions within the scope of this study without applying a proper method would not be of sufficient academic standard and may lead to false conclusions about the effects of these methods. We do, however, think that this is a very important analysis and a research question that needs to be further investigated. In our view, this would warrant a manuscript by itself under a different study design than the current one in order to be valid, and this is something we'll strongly consider to perform.
We have added a short section in the methods describing the theoretical framework for this type of study. We hope that this clarifies the choices that have been made in this paper: In introduction: "A supportive theoretical framework is that of performance measurement, which in health care aims to monitor, evaluate and communicate the extent to which the health care systems meet key objectives. Indicators for performance measurement often include structural, process and outcome indicators. As differences in patient population between regions and hospitals may alter a comparison of performance, case-mix adjustment of differences in patient-mix is warranted to enable comparison of processes, resources and health outcomes between different regions or hospitals." Additionally -we have made reference to this more clearly in the discussion as well. 
